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1. Executive Summary 
 
Introduction and Context 
This report details an evaluation of the One Care pilot project, which delivered a unique 
model of health and social care in West Kent, based primarily on the Buurtzorg model 
of self-managed teams and led by Kent Community Health NHS Foundation Trust 
(KCHFT). The pilot ran from the period of May to November in 2017, and patients were 
referred from one GP practice in Maidstone. 
 
Evaluation Methods 
Our study aimed to investigate local implementation of the One Care pilot on two main 
outcomes: 
Outcome 1: Implementation of a new model that will improve the patient experience 
of care; 
Outcome 2: Improved staff engagement and retention. 
 
A qualitative approach of individual semi-structured interviews and focus groups was 
adopted, and the evaluation sought opinions from seven service users, five members 
of the One Care self-managed team, as well as the One Care coach, two Kent County 
Council (KCC) managers, three managers from KCHFT and an external consultant 
associated with the pilot. Reflections from the Test and Learn steering group regarding 
the findings and suggestions for recommendations were also collected. 
 
Key Findings 
Outcome 1: Implementation of a new model that will improve the patient 
experience of care. 
x Overall the picture is positive and interviews clearly demonstrate that patients 
have benefitted from the pilot in terms of wellbeing and support: 
o Patients felt that their health and social care needs were met in a holistic 
way and to a very high standard during the pilot, and expressed 
disappointment that the trial is finishing; 
o Patients also reported gaining a skill to plan for future heath needs and 
more confidence in managing their own care as a result of the approach 
from the team; 
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o Interviewed patients also felt that One Care involvement also reduced 
the strain on GP services and the number of times the patients would 
have had to seek assistance from the GP surgery. 
x All participants were pleased with care and support delivered by nursing team: 
o 3DWLHQWVSUDLVHGWKHWHDP¶VSURIHVVLRQDOLVHGDQGSHUVRQDEOHDSSURDFK
and commitment to care; 
o Interviewed patients also felt that the One Care team offered support that 
exceeded their expectations; especially in relation to providing social 
care and support; 
o Patients did however express disappointment about the pilot closing and 
returning to traditional nursing 
x Patients reported being treated with dignity and respect, and at a pace suitable 
to the patient. Frontline staff also felt able to deliver a positive patient 
experience and provide µWUXO\¶ person-centred care, with many reflections 
mLUURULQJWKRVHRIWKHSDWLHQWV¶ 
o The One Care team reported that having more time to engage with 
patients allowed the staff to encourage patients to self-manage their care 
and plan for the future and develop more knowledge of their health 
conditions and needs 
o The ability to build strong rapport with the patients and work at their own 
pace was seen as crucial for achieving desired patient outcomes 
Staff felt that they would have been able to take more complex cases if 
the integration of domically care staff into the One Care team had be 
possible  
x With respect to the team themselves, continuous care to promote patient 
independence KDGWKHSHUFHLYHGHIIHFWRIEXLOGLQJWKHWHDP¶VRZQVHOI-esteem, 
and helped with identifying and developing their own strengths, resources and 
confidence to become self-managed, although concerns were expressed about 
discontinuation of the project 
 
Outcome 2: Improved staff engagement and retention 
x The One Care team were highly positive about their involvement in the pilot and 
reported high morale during the pilot period  
o Staff were also largely positive about the support they received from 
managers on the steering group. 
x The One Care team reported satisfaction about delivering care and working in 
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self-managed fashion 
o Particular aspects that improved staff morale were: equal responsibilities 
for operations within the team, shared workloads, less time-pressure and 
limits on patient engagement, more direct contact with patients, and a 
finite caseload proportionate to team size; 
o However, staff also mentioned that the hierarchical structure of the host 
organisation at times impeded their ability to self-manage the team (e.g. 
by seeking permissions from team managers, which the One Care team 
did not have).  
x Staff felt the pilot was an overall success but  indicated that they did have 
significant obstacles that challenged service delivery (e.g. low GP engagement, 
delays setting up digital and physical infrastructure, data sharing across 
organisations, inability to recruit a domiciliary carer and lower staffing numbers 
than expected),  
o However, staff also reported proactively solving arising obstacles, 
including a proactive approach to finding suitable referrals when GPs 
could not provide these.  
x Staff wished to be consulted about their experience implementing the One Care 
approach for any further applications of the Buurtzorg model and reported high 
interest in working in the Buurtzorg way again in the future.  
o However they reported anxieties about going back to the traditional way 
of working (e.g. more time pressures, larger, non-capped caseloads, 
inability to self-manage). 
x Managers were highly complementary about the 2QH&DUHWHDP¶VHQJDJHPHQW
and performance. 
x Managers felt that high staff engagement and greater likelihood to retain staff 
within teams like One Care resulted from the small size of the team, workloads 
adjusted to capacity/staffing, and team autonomy 
x Discussions within the steering group have also demonstrated that even greater 
staff engagement and retention could have been achieved by improving health 
and social care within the team, improving GP engagement and suitability of 
referrals, as well as basing the teams more centrally within the communities 






Continue to explore and implement self-managed teams 
x Develop clearer criteria for entry to the service with stakeholders. 
x Enable teams to manage their own budget and set them with outcome criteria 
LQ RUGHU WR SURPRWH JUHDWHU WKURXJKSXW RI WKH µULJKW NLQG¶ RI SDWLHQW DQG
accountability for ensuring high caseload levels.  
x Base teams more centrally within neighbourhoods so that house calls will be 
done at more convenient times for the patient and reduce travel time and costs 
for staff. 
x Use practice as a base for continual development of skills and knowledge. 
 
Integrate health and social care professionals within a self-managing team, 
moving away from separate health and social care tasks 
x Align goals and responsibilities for shared health and social care approach to 
person-centred care within the self-management person-centred ethos. 
x Create clear role definitions and agreed pathways to ensure continuity of care 
from referral to discharge. 
x Develop strategies with all agencies involved to overcome barriers related to 
governance, resource allocation and data sharing. 
 
Ensure favourable environment from the start of new projects 
x Set up core infrastructure together with frontline team and before the patients 
are seen. 
x Ensure the skills are in place and identify the necessary training. 
x Set up data sharing agreements and data recording processes before the 
commencement of the project. 
x Find ways of developing a closer relationship with referrers, especially GPs 
(involvement in set up, improving understanding and knowledge). 
x Make more information about the team available to other services as early as 
possible in the process. 




2. Introduction & Context 
 
This report sets out the methodological approach, findings and recommendations of a 
seven-month evaluation of the pilot of the new One Care model of care within West 
Kent, which took place between May and November 2017. 
The One Care is a model of care that is centred on the Buurtzorg model, founded in 
the Netherlands by Jos de Blok in 2006. The literal translation of Buurtzorg is 
µQHLJKERXUKRRGFDUH¶7KHFRUHSULQFLSOHVRIWKLVPRGHO are that the nursing teams are 
autonomous and self-managing. Buurtzorg teams are intentionally small with each 
team having a maximum of 12 nurses and the work with a smaller number of patients 
than the average district nursing caseload. This model has expanded over the globe 
with teams forming in Sweden, Japan and the USA. 
The Buurtzorg nurses aim to spend at least 60% of their time with patients, working 
closely with relatives, informal carers and local voluntary agencies to ensure that 
communication is good and that care is delivered by the most appropriate person. 
Based on this model, a pilot of One Care was trialled between May and November 
2017, running from one GP practice in Maidstone ± College Road ± and led by Kent 
Community Health NHS Foundation Trust (KCHFT). The pilot was intended to consist 
primarily of a small self-managing nursing team of four nurses with social care and 
home care services staff (n=6) who together will be responsible for a caseload of adult 
patients. Due to reasons explained later in the report, the team consisted of three 
nurses, one health care assistant (who was away due to injury for the majority of the 
pilot) and a personalisation development officer who initially worked on the pilot two 
days a week, which was later dropped to one day a week. A domiciliary carer from a 
private care agency could not be recruited into the team. During the majority of the 
time the pilot took place, it was staffed by three nurses only. Referrals into the team 
were accepted from hospital, GPs, social care or other nursing teams. The team had 
a dedicated coach supporting their development and training, which included visits to 
the Netherlands sites. The overarching aims of the pilot were to: 
x To increase patient experience of care in their homes 
x To increase self-management of and engagement in their health pathways 
x To improve the holistic assessment of the patient 
x To prevent deterioration or complications related to their condition 
It was anticipated that One Care would create the opportunity to set the course for a 
robust service development and anticipated roll out across the area. 
Evaluation of this pilot was required to investigate two main outcomes: 
Outcome 1: Implementation of a new model that will improve the patient experience 
of care 
Outcome 2: Improved staff engagement and retention 
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The aims of this evaluation were: 
a) Develop a co-designed evaluation framework for evaluating the pilot; 
b) Undertake a formative evaluation regarding: (i) the implementation of the new 
model of care through patient/informal carer experiences/impacts and staff 
perceptions (outcome area 1) and (ii) an assessment of the extent to which staff 
engagement and retention has improved through staff experiences (outcome 
area 2) 
c) ,GHQWLI\µDFWLYHLQJUHGLHQWV¶VXFFHVVDQGDUHDVfor improvement 
d) Develop recommendations for practice 
 
All data reported in this document are based upon the perceptions and experiences of 




3.1. Co-design of the evaluation framework 
 
As the One Care pilot was in itself in development, it was vital to approach the 
evaluation in a flexible and responsive manner, and in co-design and partnership with 
stakeholders who were managing and delivering the service. This included agreeing 
an initial evaluation framework, the method of evaluation and associated tools.  
In terms of a design, it was agreed that the research would adopt a formative 
approach, using qualitative methods as the primary source of data collection. The 
target groups were to include patients, informal carers, staff delivering the service, the 
One Care coach, managers, commissioners and other key informants associated with 
the College Road GP practice. There were to be individual semi-structured interviews 
with patients and staff, and a focus group with the One Care Team. The research team 
provided drafts of data collection instruments and these were developed and agreed 
with the Test and Learn Group, and the One Care team. It is to be noted that, despite 
attempts, no informal carers were available for interview during the evaluation period. 
 
3.2. Patient interviews 
 
Initially, our evaluation intended to collect interview data from 15-20 patients of 
differing ages, backgrounds and conditions. However, due to a number of issues 
relating to the roll out of the service and recruitment for the evaluation, which will be 
outlined in due course, an actual sample of seven patients was purposefully selected.  
The inclusion criteria were: 
x the participant is cognitively able to participate,  
x the participant is able to understand and converse in fluent English 
x he/she has had at least four contacts with the team to be able to fully inform on 
the service experience.  
x the participant is based at home (their own home, in extra care facilities, or 
sheltered housing) 
Semi-structured interviews were used as a primary source of data collection in order 
to explore aspects such as the overall experience of care, the extent to which needs 
were identified and met in an holistic way, participation in care and care planning, the 
quality of care and how co-ordinated it was, effects on health and wellbeing, 
comparisons with any previous service contacts, effects on self-care and maintaining 
independence at home, and exploration of crisis avoidance and illness prevention 
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(Appendix A for interview schedule). The interview was recorded and took no longer 
than 45 minutes to avoid fatigue. 
With respect to recruitment, potential participants were approached by a member of 
staff on discharge or after at least four contacts and informed of the evaluation.  If they 
agreed to take part, the staff member completed an expression of interest form and 
the details were given to the researcher (see Appendix B), who then contacted the 
participant to arrange a suitable time for an interview. 
 
3.3. Staff focus group and interviews  
 
As for data collection with staff members, a total population sample of the self-
managed team (n=5) was set for participation in a focus group. The first part of the 
focus group explored issues related to service delivery, with the second part focussing 
on staff engagement and retention. In addition, it aimed to investigate team working, 
co-ordination and collaboration, assessing needs and care planning, information 
sharing, quality of care, and perceived impacts on patients. The second part aimed to 
gain impressions of roles and relationships inside and outside of the immediate team, 
impressions of self-management, motivation and satisfaction levels, impacts on 
retention, experiences of the coach, and wider management, cost effectiveness and 
accountability issues (Appendix C for focus group schedule). Due to staff availability 
only the nurses (n=3) participated in the focus group. A health care assistant who had 
since left for a different position, and the personalisation development officer have 
been interviewed separately. A total of five frontline staff took part.  
Further individual interviews were conducted with the One Care coach, two Kent 
County Council (KCC) managers, three managers from KCHFT and an external 
consultant associated with the pilot (n=7). With respect to the individual interviews, the 
subject matter mirrors the focus group discussion areas for continuity, although is 
WXQHGWRWKHLQIRUPDQW¶VSHUVSHFWLYHAppendix D for interview schedule). The focus 
group and interviews were no more than an hour duration and were recorded with 
permission. 
Despite numerous attempts to recruit GPs, no general practitioners referring to the 
One Care team agreed to take part in the interviews.  
With respect to recruitment, staff were approached directly by research staff and 
provided with an information sheet if they expressed an interest in taking part. 





4. Analysis  
 
$OOTXDOLWDWLYHGDWDZDV WUDQVFULEHGDQGVXEMHFWHG WRFRQWHQWDQDO\VLVXVLQJ)OLFN¶V
(1998)1 approach. This required bringing a predetermined template to the data usually 
fashioned from the instruments (in this case the interview and focus group schedules). 
Transcribed data and quotes were sorted into the predetermined categories and coded 
according to the origin of the quotes. Each category was then analysed into themes 
using the quotes to justify interpretation. Data that did not easily fit into the 
predetermined categories was set aside and separately thematically analysed, so that 
all data was optimised. To ensure a credible and unbiased analysis, a second 
researcher checked the analysis trail.  
 
4.1. Ethical procedures 
 
As the evaluation did not intend to recruit participants that were cognitively impaired, 
ethical approval was gained from the University Research Ethics Committee within the 
School of Sociology, Social Policy and Social Research in June 2017.  
High ethical standards were maintained. All data were rendered anonymous through 
a coding system that only one researcher had access to, and participant confidentiality 
was maintained. All participants were informed about what taking part would entail and 
reassured about the right to withdraw (see: Appendices E, F, and G for patient, 
frontline staff and manager information sheets respectively). 
In this report, efforts have been made to ensure as much as possible through coding 
that data are not traceable to individual participants. Although the One Care nursing 
team may be identifiable as it was unique in the local area, individuals will not be 
identifiable within the reported data. The team has been made aware of this aspect 
and it is included on the consent form (Appendix I). There is also the potential for those 
taking part in individual interviews (managers, GPs, the coach and the commissioner) 
to be identified. However, the professional origin of the participant will not be reported, 
LQVWHDGDFRGHGFROOHFWLYHWHUPVXFKDVµinterviewee ¶ZLOOEHXVHGGHVFULSWLYHO\RU
attached to quotes when reporting the findings. 
Data have been stored on a single password protected computer and will not 
transferred between parties. As well as information sheets mentioned earlier, the 
researcher gained consent to participate at the point of data collection to ensure 
complete understanding of procedure (see: Appendices H, I and J for consent forms 
for patients, frontline staff and managers respectively). It was stressed to patients and 
                                             
1
 Flick U (1998) An Introduction to Qualitative Research. Sage Publications: Thousand Oaks CA. 
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informal carers that either taking part on not will not affect their care, and to all 





This section of the report presents findings from interviews. To maintain balance of 





As has been outlined, despite the initial intentions of the study to recruit between 20 
and 25 patients, an actual sample of seven patients was achieved. Whist the number 
recruited fell short of our expectations, there are several rich testimonies from 
participants outlining experiences with the One Care team. 
The data collected strongly indicates that patients had a positive experience with the 
One Care team, and further, have reaped improvements to their health ± especially in 
terms of self-management. As will be discussed, participants emphasised that the care 
and support received from the nursing team was both professional and personal. The 
findings will be grouped within three main themes, namely experience with receiving 
the service, effects on health and wellbeing, and care received through the pilot. 
 
Theme 1: Experience with receiving the service 
Overall, patients responded positively to the first set of questions regarding 
experiences of the One Care pilot. The positive experiences of patients are reflected 
in all of the interviews conducted, with comments ranging from professionalism to 
attention to detail from the team. Those patients receiving the service reported to us 
that they felt the team had treated them with dignity, and, further, had offered a level 
of personal treatment they had not experienced previously. 
In terms of receipt of care, one patient commented that the service offered had been 
over and above personal expectations: 
³7KH>2QH&DUHWHDP@DUHPDUYHOORXVPRUHWKDQ,HYHUH[SHFWHG«0Xch nicer 




Some of our participants went into greater detail regarding the service received by the 
One Care team. Comments focused on social matters, such as the team offering their 






Theme 2: Effects on health and wellbeing 
7KHVHFRQGSDUWRIRXUSDWLHQWTXHVWLRQQDLUHGHDOWZLWKSDUWLFLSDQWV¶SHUFHLYHGLPSDFWV
on personal health and wellbeing, as a result of the interventions of the One Care 
team. Overall, participants noticed a general improvement of their wellbeing. The 
majority of comments focused on the provision of holistic care and support. In addition, 
participants were very positive in terms of how they might plan for future health needs, 
as a result of the approach from the team.  




VHQVHRI\RXPXVWHDW WKLV WU\DQGHDW WKLVEXW WKH\¶YHEHHQYHU\JRRG«LQ




remember if it was three times a day.  It was definitely twice a day.  And now 
WKH\RQO\FRPHRQFHDGD\VRWKH\¶YHKHOSHGPH My hands have got a little 
bit more strength to be able to pull up the syringes and fill the syringes.  I could 
DOZD\VSUHVVLWGRZQEXW,FRXOGQ¶WSXOOLWXSEXWWKHQWKH\FDPHXSZLWKDQLGHD
They did a lot of research and they put a lot of effort in to finding different ways 
so eventually they found a way where I could [do it] myself and do my own 
flushes by connecting the syringe to my peg without the plunger in it, filling it 
ZLWKZDWHUDQGOHWWLQJJUDYLW\GRWKHUHVWZKLFK«´3DWLHQW./ 
 
Theme 3: Care received throughout the pilot 
In terms of care received by patients through the One Care pilot, participants have 
been broadly positive. Specifically, patients were pleased with the personable attitude 
of the team, and commented on their commitment to care. The responses 
demonstrated that patients received care with the utmost professionalism from the 
team. 
³,W¶VJUHDWEHFDXVHLI\RX¶YHJRWOLWWOHWKLQJV«<RXNQRZZKHQ\RX¶UHLOOOLNH,





³,¶YHJRWQRFRPSODLQWVDWDOOZLWKDQ\RIWKHQXUVHVWKDWcome to re-dress me, 
WKH\¶UHDOOYHU\IULHQGO\DQGDOOYHU\KHOSIXO´3DWLHQW./ 
 
Theme 4: Improving the care 
7RFRQFOXGHRXUDQDO\VLVRQSDWLHQWUHVSRQVHVWKHIROORZLQJIRFXVHVRQSDUWLFLSDQW¶V
comments on how care could be improved in future, in light of their experiences during 
the pilot. There are a few general points that have been made by participants: firstly 
patients were clear that the approach in the pilot would help reduce strain on GP 
services: 
³,IWKH\FRQWLQXHZKDWWKH\GLGZLWKPHWKHILUVWVL[ZHHNV,GRQ¶WWKLQNWKH\FRXOG
>LPSURYH@ RQ LW« , WKLQN WKH 2QH &DUH ZRXOG EH PDUYHOORXV IRU SUDFWLFHV
because it would alleviate a lot of pressure off them and also off the nursing 
VWDIIWKH\¶YHJRWDVZHOO´3DWLHQW01 
 
Secondly, on being asked for their reflections on the pilot as a whole, participants 
made it clear that they had anxieties about the project coming to an end. Several 






5.2. Frontline Staff 
 
Five themes were extracted from frontline staff focus group and individual interviews. 
The themes revolved around the experience of providing a service, coordination and 
impacts on patients, sustainability of the approach, its benefits, general workforce 
issues, as well as staff engagement and retention. Each theme had further subthemes 
indicated in bold, which are presented below with accompanying quotes from 
participants.  
 
Theme 1: Experience with Implementation of the Pilot 
Frontline staff were very positive about the Buurtzorg approach. Having sufficient 
time to get to know the patients and the full complexity of their health, as well as social 
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care needs was seen as particularly important, as was the opportunity to discuss with 
the patient what type of assistance/help is a priority to them and what their goals are.  
³:H¶YHKDGWKHWLPHDQGWKHIUHHGRPWREXLOGXSJRRGUHODWLRQVKLSVZLWKRXU
SDWLHQWVZKHUHDV«DVDFRPPXQLW\QXUVHZHMXVWGRQRWKDYHWKDWWLPHIDFWRU
GRZH LQRXUQRUPDOUROHVZKLFK LVYHU\VDGEXWZHGRQ¶W 6R,KDYHUHDOO\
enjoyed having a much more in-GHSWKUHODWLRQVKLSZLWKWKHSDWLHQWVWKDWZH¶YH
KDG´,QWHUYLHZHH) 
 
The self-managing aspect of the Buurtzorg model was also seen as a particular 
strength, although staff spoke about some difficulties with autonomous teams.  The 
new, traditionally managerial tasks were initially difficult (although staff regarded this 
as a welcome challenge). Managers from the steering group were praised for allowing 





Setting up the infrastructure of the project was seen as particularly difficult, and 
the interviewees reported a sense of lack of support. While the team were positive 
about self-management and the new challenges this entailed, the staff felt that some 
tasks were outside their initial capabilities and authority and they should have been 
better prepared at the beginning of the pilot.  
³,WKLQNWKHLGHDRIXVEHLQJDVHOI-managing team meant that we were kind of 
OLNHµULJKW\RX¶YHEHHQWR+ROODQG\RX¶YHVHHQKRZLW¶VGRQHRII\RXJR¶and 
there was no support from the management right at that beginning phase when 
ZHGLGQ¶WHYHQNQRZDOPRVW OLNHZKDWZHGLGQ¶WNQRZ:HGLGQ¶WNQRZZKDW
codes were needed, how to order, how to roster, how to use the systems so 
some initial input from the management at the start to get us all up to speed I 
WKLQNZRXOGKDYHEHHQUHDOO\KHOSIXOEHFDXVHLWMXVWWDNHVORQJHUZKHQ\RX¶UH
scrabbling about trying to work it out for yourselves or trying to find someone 
DQGWKDW¶VQRWWKHULJKWSHUVRQVRWU\WKLVSHUVRQWU\WKDWSHUVRQ´      (Interviewee 
F02) 
 
Another sub-theme regarding the experience of providing the service concerned 
issues with recording patient data. This was found particularly difficult because IT 
access was delayed at the outset of the project and the staff were not set up as a 







Aside from accessing patient records within the Kent Community Health Trust (KCHT), 
data sharing between KCHT and KCC (Kent County Council) did not progess 
because there was not felt to be a need as the domically service was not going to join 
the pilot. This did cause some barriers as there were still some non NHS workers in 
the pilot.  
 ³,W¶VYHU\KDUG WRKDYH LQWHJUDWHGFDUH LIZHGRQ¶WKDYH LQWHJUDWHGV\VWHPV´   
(Interviewee F02) 
³$QGDOVRQRWEHLQJDEOHWRGRFXPHQWWKHVRFLDOFDUHVLGHRIWKLQJVEHFDXVHLW






Due to the delays with digital and physical infrastructure and the amount of frontline 
VWDII¶VWLPHWKLVFRQVXPHGWKHLQWHUYLHZHHVUHSRUWHGfeeling rushed to see patients. 
The staff attributed this to the relatively short (6 month) duration of the pilot, which 
meant that to meet the intended outcomes patients had to sign up to the pilot rapidly 
after its commencement. Staff also expressed feeling that managers did not fully 
appreciate the amount of set-up and familiarisation required from the frontline staff.  
 ³,IHOWWKDWZHZHUHUXVKHGLQWRVHHLQJSDWLHQWVPD\EHDZHHNEHIRUHZHZHUH
TXLWHUHDG\>«@ LWPD\QRWKDYHEHHQPHDQWOLNHWKDW>EXWD@FRQIHUHQFHFDOO
WKDW ZH KDG ZDV YHU\ GLIILFXOW >«@ EXW LW GLG IHHO OLNH ZH ZHUH UXVKHG´  
(Interviewee F03) 
 
Lack of General Practitioner engagement with the pilot was also a prominent sub-
theme. When the pilot was being planned the Clinical Commissioning Group identified 
the GP practice and sought their agreement to be part of the pilot, however the GPs 
involved seemed to know little about the pilot, the Buurtzorg model and the role they 
had in this. Frontline staff reflected that lack of GP buy-in resulted in a lack of referrals 






³:HKDYHQ¶W developed a close working relationship with the GPs at all in any 
ZD\´,QWHUYLHZHH) 
³1RW WKURXJKRXU IDXOWQRW WKURXJKZDQWRIXV WU\LQJ :HWULHG´,QWHUYLHZHH
F01) 
³'HVSLWH DOO WKH SURPRWLRQ WKDW ZH GRQH WKH\ MXVW ZHUHQ¶W LQWHUHVWHG´      
(Interviewee F03) 
 
As well as struggling to receive a sufficient number of referrals, the staff also felt that 
referrals made by the GPs were not always suitable. In particular, the One Care team 
mentioned receiving referrals for the most complex and time-consuming cases from 
the GP practice. Some frontline staff speculated that the GPs may have been given 
an incorrect impression on the impact One Care team would have on service use (e.g. 
out of hours calls) and that they were not sufficiently aware of the scope of the pilot 
(e.g. no night-time staff availability).  
³%HIRUH ZH¶G FRPH DV D WHDP WKH\¶G DOUHDG\ GHYLVHG D OLVW IXOO RI SDWLHQWV¶
QDPHVEXWWKH\ZHUH«DOORIWKHPZHUHWKHLUdifficult patients«´(Interviewee 
F03) 
³*3VZHUH hoping for a massive reduction in out of hours calls, but then to put 
LQDWHDPRIIRXUSHRSOHZKRFDQQRWSRVVLEO\FRYHUKRXUVDGD\,GRQ¶WWKLQN
they were sold a realistic vision of what we could achieve in a six month pilot, 
VPDOOSURMHFW´(Interviewee F02) 
 
In relation to the above, frontline staff spoke about dealing with lack of suitable referrals 
IURP*3VE\EHLQJSURDFWLYHDQG³ILQGLQJ>WKHLU@RZQUHIHUUDOV´7KLVZDVDFKLHYHGE\
utilizing existing links with district nurses and working closely with other professionals 
within the GP surgery (e.g. the paramedic).  
³:HIRXQGRXURZQUHIHUUDOVE\ZRUNLQJLQSDUWQHUVKLSZLWKWKHGLVWULFWQXUVHV
UHDOO\>«@:HJRWDERXWWKUHHUHIHUUDOVIURPWKH*3VDQGXQIRUWXQDWHO\QRQHRI
those were appropriate for our service and then they have the paramedic there 
DQGZHJRWDORWRIUHIHUUDOVIURPKLP>«@ZHKDGWRFKDVHIRUDOORIRXUSDWLHQWV
DQGZHGLGWKDWE\ZRUNLQJ«:HORRNHGDWZKRKDGEHHQUHIHUUHGWRWKHGLVWULFW
nurses and after talking to them, whether they thought we could go in and 
assess them and that worked okay.  (Interviewee F02) 
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Overall, Theme 1 demonstrated that staff found working on the pilot positive overall, 
although setting up digital and physical infrastructure resulted in considerable delays 
and other difficulties. Working with GPs was also problematic, with insufficient and at 
times unsuitable referrals, however, the team proactively obtained appropriate 
referrals via other routes.  
 
Theme 2: Coordination & Impacts on Patient 
The second theme revolved around coordination of service provision along with 
intended patient impacts and how/if these were achieved.  
Ability to provide µWUXO\¶person-centred care was a strong sub-theme, with frontline 
staff attributing this ability to having more time to get to know the patients and their 
own wishes, as well as building rapport over frequent and non-time-limited visits.  
³The extra psychological support that our patients have been getting because 




be in a norPDO>VLF@QXUVLQJRUHYHQVRFLDOFDUHVHWWLQJ´,QWHUYLHZHH) 
 
According to the frontline team, more time engaging with patients allowed them to 
encourage self-management of care, which then resulted in increased patient 
confidence and independence. At the same time, however, staff mentioned that some 
patients set unrealistic or unachievable goals, which complicated their approach and 
QHJDWLYHO\DIIHFWHGSDWLHQWV¶SHUFHLYHGVXFFHVVRILQSXW:KLOHSRVLWLYHDERXWSHUVRQDO
goals and self-management of care, the frontline team questioned how working with 
patients who set unrealistic goals could be improved. 
³$JHQWOHPDQZKRGRHVQ¶WJHWRXWRIWKHKRXVHGRHVQ¶WUHDOO\JHWRXWRIEHG
YHU\PXFKHDWVYHU\OLWWOHJRHVIURPEHGWRFKDLUGRZQVWDLUVDQGWKDW¶V it and 
trying to set some goals, person-centred goals for him, and he wanted to play 
FULFNHW DJDLQ 1RW ZDWFK FULFNHW KHZDVQ¶W LQWHUHVWHG LQ MXVW JRLQJRXW DQG
seeing a match of cricket, but playing cricket´ (Interviewee F02) 
 
³+HKDVQ¶WHYHQEHHQLQWR his back garden for the last ± what? ± four years or 
something?´ (Interviewee F01) 
 
³Basically when we were asking people to set some goals, none of those goals 
ZHUHKHDOWKUHODWHG(YHQSHRSOHZLWKOHJXOFHUV«WKHLUJRDOZDVQRWWRKHDO




Despite the difficulties with setting realistic goals, frontline staff offered several 
recollections of encouraging confidence and independence, which then resulted in 
improYHPHQWRIWKHSDWLHQW¶VKHDOWK 
 ³One particular patient [«] had a heart attack and she didn¶t necessarily need 
any nursing care but her name was put forward to us because she had lost 
FRQILGHQFHLQHYHU\WKLQJ³,¶PVFDUHGWRKDYHDVKRZHUMXVWLQFDVHVRPething 
KDSSHQV,¶PVFDUHGWRZDONGRZQWKHURDGMXVWLQFDVHVRPHWKLQJKDSSHQV´
(Interviewee FO1)  
So we went round.  She was absolutely fine in the shower but knowing that 
there was a nurse there to give her that element of support she was completely 
independent, you know, with her hygiene needs and then to try and build up a 
level of exercise tolerance up again we were walking down the end of the road 
with her and walking back with her again.  [I]t could have easily gone the 
opposite way [«] she might have become one of those patients who would 
have ended up isolated [«]   (Interviewee F03)  
 
Aside from spending more time with patients per se, continuity of care (i.e. being 
visited by the same, relatively small, team of professionals) and building strong 
professional and therapeutic relationships with the patients was seen as crucial for 
positive patient outcomes.  
 ³:H¶YHKDGWKHWLPHDQGWKHIUHHGRPWREXLOGXSJRRGUHODWLRQVKLSVZLWKRXU
SDWLHQWV>«@6R,KDYHUHDOO\HQMR\HGKDYLQJDPXFKPRUHLQ-depth relationship 




However, there were difficulties with integrating social care into the team. Staff felt 
that inability to add social care staff to the team, and the limited presence of the  
personalisation development officer due to a change in circumstance had a negative 
impact on their ability to achieve intended patient outcomes, accept a wider range of 
referrals and provide integrated care. As the personalisation officer was not a funded 
role it was not possible to replace her role in the team. The majority of patient contact 
was with healthcare professionals, with a lack of social-FDUH SURIHVVLRQDOV¶
perspectives and input. Importantly, while the team was set up as a self-managing 
one, they felt these changes to have been out of their control and reach.  
 ³,¶YHZRQGHUHGKRZGLIIHUHQWRXUVHUYLFHZRXOGKDYHHQGHGXSLIZH¶GKDGWKH
carer from the start because obviously we are three nurses and a healthcare 
assistant, we all come from a health perspective and I wonder how much 
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different [our work would have been] and maybe we would have taken on some 
GLIIHUHQWSDWLHQWV´     (Interviewee F02) 
 
Theme 3: Sustainability 
In terms of continuing with the Buurtzorg approach within the services, frontline 
staff reported having been told that the project would be extended, others ± that it 
would be replicated in another locality,  
 ³,ZDVXQGHUWKHXQGHUVWDQGLQJWKDW>«@WKH\ZHUHJRLQJWRUROO the project] out 
IRUD\HDU>:@HIRXQGRXWKDOIZD\WKURXJKWKDWQRVL[PRQWKVWKDW¶VLWDQGVR
we had a lot of optimism iQWKHEHJLQQLQJGLGQ¶WZH"´ (Interviewee F02) 
 
At the time of the interviews and focus group, frontline staff were aware that KCHFT 
had recently been successful in a joint partnership bid for a large research project to 
implement the Buurtzorg model in four counties in Europe (TICC project). It had been 
agreed that the model would be established in a different area of west Kent to ensure 
there would not be bias through previous work. This reflects the views of the One Care 
team who attributed the success and quick adoption of a new way of working within 
the current pilot to recruiting staff into the team; new recruits had an interest in the 
Buurtzorg approach and µGHFLGHG¶ to apply for the project. The staff questioned if the 
model would be adopted as successfully if it was imposed on an existing team.   
I think the active ingredients are we all volunteered, we all applied for the job 
because we had an interest in it and I think that at first that is what you need.  
You need people who have got an interest with it rather than it being imposed 
RQDWHDP´ (Interviewee F02) 
 
Despite some concern about their future involvement, the One Care staff hoped to be 
consulted in the future and felt they had valuable insights on the practical applications 
of the model within health and social care contexts in the UK (and more specifically 
KCHFT and KCC).  
 ³,WKLQNWKH\DUHXQGHUWKHLPSUHVVLRQWKDWZHZLOOEHSDUWRIWKLV7,&&SURMHFW
ZKHQLW¶VUROOHGRXWEHFDXVHZHGRKDYHWKHH[SHULHQFHDQGZHKDYHPDGHLW
successful and I think the management are quite shocked at what we have 
DFKLHYHGVR,WKLQNWKHLULGHDVDUHVWLOOWRKDYHXVRQERDUG´,QWHUYLHZHH) 
 
One Care staff reflected on organisational factors that influenced implementation of 
the Buurtzorg approach and would remain important in future applications. Staff 
reflected that in some respects the hierarchical nature of health and social care 
organisations in the UK were not ready or able to embrace and support the self-
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managing aspect of the team. Instead, the organisation perpetuated hierarchies both 
within the team and the way the team was treated as part of the NHS trust. 
Organisational culture change was therefore seen as necessary to enable and sustain 
the implementation of the Buurtzorg approach.  
 ³7KHUHLVQ¶WDEDQGLQJZLWKLQWKHWHDPDQGLWGLGQ¶WDSSHDUWRPHWKDWWKHUHZDV
ever any banding issues within the team but because it is the Trust, they entrust 
WRWKHKLJKHUEDQGWKHKLJKHUSRZHUVVRWKLQJVOLNHDXWKRULVDWLRQV«EDQGLQJ
came into that.  But that FDPH IURPPDQDJHPHQW WKDWGLGQ¶WFRPH IURPXV
because if it was us as a team, we would have sat and discussed right, 
VRPHERG\QHHGVWRGRWKLVZKR¶VJRLQJWRGRLW"  %XWLWZDVQ¶WOLNHWKDWEHFDXVH
ZHZHUHQ¶WFRPSOHWHO\ZRUNLQJDXWRQRPRXVO\  (Interviewee F04) 
³0DQDJHUVLI\RXOLNHZLOODGGUHVVHYHU\WKLQJWRWKH%DQGUDWKHUWKDQWKHWHDP
rather than all of us jointly, that has been, yeah that has been a slight issue but 
DJDLQLW¶VXQGHUVWDQGDEOHEHFDXVHHYHU\RQH¶VOHDUQLQJDQHZZD\RIZRUNLng 
DQG WKDW LQFOXGHV RXU 0DQDJHUV ZKR DUH XVHG WR ZRUNLQJ LQ D KLHUDUFK\´ 
(Interviewee FO1) 
 
Overall, Theme 3 demonstrated that careful consideration and organisation change is 
necessary to sustain teams applying the Buurtzorg approach.  
 
Theme 4: Benefits of the One Care Approach 
Theme 4 revolved around the perceived benefits of the new way of working within the 
pilot for its staff.  
Staff were overwhelmingly positive about the project. Frontline staff also expressed 
a desire for more health and social care practitioners to experience working within the 
Buurtzorg approach.  
³7KHUHOD[DWLRQRIEHLQJDEOHWRKDQGVRPHWKLQJRYHUDQGNQRZLQJWKDWLWZLOOEH
done because I trust my co-workers« and because they have the time to do it´
(Interviewee F01)     
³We all feel responsible« and there aren¶t really delays in our team´
(Interviewee F03) 
³It has been a positive challenge [«] I enjoyed coming to work every single day´
(Interviewee F02) 




When asked to comment about specific beneficial aspects within the pilot that 
contributed to their positive experiences, staff mentioned the following aspects:  
x Equal responsibility over patients and other aspects of work 
x Shared workloads, which enabled successful handovers between team 
members and enabled shared decision-making 
x Self-managing of the team that allowed setting priorities and problem solving in 
the way that fit the particular set-up of the team. Self-managing also avoided 
delays in taking action or dealing with arising issues 
x Less time-pressure and limits regarding seeing clients, which meant that visits 
FRXOGEHH[WHQGHGZKHQQHFHVVDU\DQGJREH\RQGWHDP¶VZRUNLQJKRXUV LQ
unusual circumstances (the latter was purported to have resulted in avoided 
admissions on several occasion) 
x More direct contact with patients within workloads was, according to the 
frontline team, not only related to better patient outcomes and higher patient 
satisfaction, but also improved staff morale and motivation 
x A finite caseload enabled the team to adjust the caseload for the size of the 
team and not compromise on intensity and frequency of care provision to the 
patients on the caseload 
The quotes below illustrate some of the aforementioned benefits of the Buurtzorg 
approach:  
³,WKLQNWKHUHDVRQZK\LW¶VZRUNHGUHDOO\ZHOOLQWKLVWHDPLVEHFDXVHZH¶YHDOOWDNHQ
UHVSRQVLELOLW\DQGZH¶UHDOODZDUHWKDWZH¶UHDOOUHVSRQVLEOH´ (Interviewee F03) 
³:HKDYHDFDVHORDGDQG,WKLQNWKDWWKDWZRUNVEetter because just knowing that 
ZKHQ\RX¶UHIXOO\RX¶UHIXOOWKDWWKDWPHDQVWKDW\RXFDQDOZD\VJLYHWKHDPRXQW
RIWLPHDQGFDUHWKDW\RXZDQW´ (Interviewee F02) 
 
However, the teams were unable to integrate Health and Social Care within the One 
Care pilot. The One Care team was nearly entirely staffed by healthcare professionals 
(three nurses and one health care assistant). While the healthcare team felt they had 
integrated social care tasks into their practice, they questioned how different the 
WHDP¶VSHrformance would have been with a more substantial representation from 
social care professionals. When both social and healthcare professionals did work 
together within One Care, the staff noted a separation within the team and some lack 
of knowledge of remits, capabilities and roles between healthcare and social care. 
Nurses in particular were not sure what social care employees could offer and saw 
social care potential within One Care predominantly as domestic and personal care 
provision. While, as pointed out in the sections above, the One Care team felt they 
could have taken more and different referrals if KCC involvement in frontline service 
delivery was greater, they were not sure how the case mix would have differed or what 
exactly could have been addeGWRWKHWHDP¶VUHPLW  
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³,WGLGIHHOTXLWHVHSDUDWH>EHWZHHQ.&&	.&+7IURQWOLQHVWDII@HVSHFLDOO\LQ
the initial stages. I think when it came to the later stages of the project, I did feel 
PXFKPRUHSDUWRIWKHWHDP>«@7KHUHGLGQ¶WVHHPWREHPXFKFODULty on what 
+HDOWK >VHUYLFHV@ DUH SXWWLQJ LQ DQG ZKDW 6RFLDO &DUH DUH SXWWLQJ LQ´
(Interviewee F05)  
 
In terms of the benefits of the One Care pilot, frontline staff also commented about the 
benefits of more direct contact with senior management. The benefits revolved 
both around being listened to regarding frontline experiences, and around developing 
a better understanding of the rationale behind management decisions relating to the 
pilot. The One Care staff reflected on feeling that management and frontline staff 
worked towards a common goal and not against one another as a result of increased 
direct contact.  
 ³« ,GRQ¶WNQRZDQ\RIWKHPDQDJHUV,NQRZWKHRGGQDPHVEXW,GHILQLWHO\
GRQ¶WNQRZZKDWWKH\ORRNOLNHOHWDORQHWRHYHQKDYHVSRNHQWRWKHPVRLW¶V
been quite nice to have a little chat every now [with the managers] to find out 
ZKHUH WKH\¶UH FRPLQJ IURP ZKDW WKHLU YLHZV DQG RSLQLRQV DUH DQG [now] I 
completely understand the reason why they make the district nurses fill in 
millions and millions of things´,QWHUYLHZHH) 
 
Overall, Theme 4 demonstrated that frontline staff saw the One Care way of working 
as particularly beneficial, both to the patients and the staff, and were able to comment 
on specific aspects that influenced this. However, some concerns were shared 
regarding the ability to achieve integration between health and social care.  
 
Theme 5: General workforce issues, engagement and retention 
The final theme addressed workforce engagement and retention, as well as other 
workforce related aspects.  
The frontline staff felt engaged and dedicated to the one care principles. 
³7KLVLVD%XXUW]RUJWKLQJ- we do only what needs doing.  And so we are getting 
to know our patients and doing the assessments that are required for them, 
rather than spending a whole load of time asking them questions and filling out 
HOHFWURQLFIRUPVRIWKLQJVWKDWUHDOO\DUHQRWQHFHVVDU\´,QWHUYLHZHH) 
³, WKLQN VRPHGD\VZHUH UHDOO\ EXV\« DV VRRQDVZH UHDOLVHGRXU VWDIILQJ




They were especially positive about managing the team themselves, and making the 
necessary changes as the issues occurred, instead of being constrained by generic 
(i.e. not team-specific) policies or awaiting management permissions.  





However, the team also felt that aspects of self-management were not enabled. Due 
to funding constraints the project was fixed at 6 months and for 4 funded staff members 
The Personalisation Officer was an additional staff member seconded from Kent 
County Council, and this meant the team was unable to undertake the recruitment.  
Not being able to recruit new staff into the team came up a number of times and was 
seen to particularly go against the Buurtzorg model and negatively affect both 
workforce morale. It was, however, not possible to ascertain if lack of self-
management opportunities in these areas affected patient care or outcomes.  
³3DUW RI WKH SURMHFW LV ZH DUH VXSSRVHG WR EH LQWHUYLHZLQJ RXU RZQ WHDP
PHPEHUVDQGQRZDOORIDVXGGHQWKH\¶UHJRLQJWRSXWDQRWKHUPHPEHURIWKH
WHDPLQZLWKXVDQGZH¶YHMXVWJRWWRGHDOZLWKLW´(Interviewee F03)  
 
Flexible workloads and ability to hand over patient care to other team members was 
also seen as enhancing workforce morale, performance and retention.  
 ³,IHOWWKDW,FRXOGEUHDWKHIRUWKHVHODVWPRQWKV´  (Interviewee F01) 
³«just the relaxation actually of being able to hand something over that I 
KDYHQ¶WEHHQDEOHWRGRDQGNQRZLQJWKDWLWZLOOEHGRQHEHFDXVH,WUXVWP\FR-
workers but also because they have the time to do it and also because we all 
feel responsible´ (Interviewee)  
 
All of the interviewees reported high satisfaction and wished to continue working 
within the One Care team.   
³,WKLQNZHMXVWJRWRIIWKHJURXQGDQGZHMXVWJRWWRVRPHNLQGRIOHYHODQGWKH
only direction it could have gone is upwards and it could have grown so I do 
IHHOYHU\GLVDSSRLQWHG³ (Interviewee F03) 
³VDWLVIDFWLRQ,W¶VEHHQUHDOO\QLFHWREHSDUWRIWKLVDQGZHKDYHPDGHD




satisfying« I feel a bit tearful actually´(Interviewee F02) 
 
In addition to this, frontline staff shared their concerns about going back to the 
traditional model of working. 
´,WZLOOEHKDUGWRJREDFNWR WKHWRSGRZQDSSURDFKIURPPDQDJHPHQW ,¶YH
been very worried about it. I loved having the autonomy and the freedom and 




Nonetheless, some of the staff mentioned that the One Care pilot has equipped them 
with new skills and confidences they could take back to the teams working in the 
µROGPRGHO¶ 
³,IHHOPRUHSRVLWLYHQRZWKDWDFWXDOO\,FDQLQP\PLQGMXVWLI\QRWKDYLQJWRILOO
out a [Assessment form] on someone who is obese and who has come to us 
for weight loss problems so I feel that I can justify that as I go back to my old 
team, I actually feel a bit stronger from doing this that actually I am a clinician 
and if I can justify clinically why this should or should not be done, I feel that I 
ZLOOEHVXSSRUWHG:H¶OOVHH´,QWHUYLHZHH) 
 
The staff also expressed concerns for patients who will go back to a less integrated 
service once the One Care pilot comes to an end. 
³>7KHSDWLHQWVDUH@JRLQJWRKDYHDVKRFNWKHRQHVWKDWZHGRKDQGEDFNWRWKH
community nurses, because they do not have the time to invest in the patients 
WKDWZHKDYHKDG´Interviewee F03) 
³,GRIHHOHVSHFLDOO\ZLWKRXUODG\LQ>GHOHWHGWRPDLQWDLQFRQILGHQWLDOLW\@ZHKDG
lots of tears yesterday just the thought of what am I going to do?  What is she 
JRLQJWRGRLQDPRQWK"´,QWHUYLHZHH) 
 
Overall, staff satisfaction with the pilot was particularly high and its impending 
discontinuation resulted in concern that the traditional model of nursing would mean 
there was less time to spend with each patient which will impact on both for the 






A further five themes were extracted from individual interviews with KCC and KCHT 
managers involved in setting up and steering the pilot, along with an external 
consultant of the Buurtzorg model and the One Care coach working with the frontline 
staff. As with frontline staff, the themes from manager interviews revolved around the 
experience of providing a service, coordination and impacts on patients, sustainability 
of the approach, its benefits, general workforce issues, as well as staff engagement 
and retention. Each theme had further subthemes, which are presented below with 
accompanying quotes from participants.  
 
Theme 1: Experience with Implementation of the Pilot 
Managers were positive about being involved in steering the pilot, but mentioned 
needing time to familiarise themselves with their roles and there was initial uncertainty 
on division of tasks and responsibilities. Managers also mentioned successful 
recruitment. With respect firstly to the positive aspects: 




0DQDJHUV ZHUH DOVR FRPSOHPHQWDU\ DERXW 2QH &DUH WHDP¶V ability to work 
autonomously despite arising challenges and dedication to the pilot. 
³7KH PDQDJHUV DSSRLQWHG DEVROXWHO\ JUHDW FROOHDJXHV LQWR WKH WHDP VR WKH
QXUVHVWKDWZRUNLQWKDWWHDPDUHWKH\¶UHpassionate, determined, they really 
wanted to make this work. They can work autonomously so I think the staff that 
WKH\ LGHQWLILHG WKH\ GLG WKDW YHU\ VXFFHVVIXOO\ VR , WKLQN WKH IDFW WKDW ZH¶YH
delivered in terms of getting the pilot up and running has beeQ JUHDW´
(Interviewee M03)  
 
0DQDJHUVZHUHDOVRSRVLWLYHDERXWµEX\-LQ¶IURPRWKHUVWHHULQJJURXSPHPEHUVDQG
commented on good peer-support within the steering group. However, some 
interviewees also remarked on difficult dynamics among individuals from different 
organisations (i.e. health versus social care) and felt health colleagues were 
disappointed that adding the domically care element had not been possible.  
³,W¶V DOZD\V EHHQ GLIILFXOW ORRNLQJ DW LW IURP WKH SHUVSHFWLYH RI WKH VWHHULQJ




The specific challenges with providing the service revolved around finding a 
suitable base, issues with setting up IT systems, as well as data recording and sharing, 
and difficulties with securing sufficient finance. As demonstrated by the quote below, 
however, not all interviewees agreed upon or appreciated the needs for and difficulties 
with data sharing agreements between health and social care organisations. µ%X\-LQ¶
relating to the One Care pilot from professionals outside of the steering group and 
frontline team (especially General Practitioners) was identified as a particular 
challenge 
 ³:HOOZHGLGGRDGDWDVKDULQJDJUHHPHQWEXWLQWKHHQGLWZDVQ¶WQHFHVVDU\
EHFDXVHZHGLGQ¶WVKDUHDQ\LQIRUPDWLRQRXWVLGHRIWKH1+6´(Interviewee M03;  
³7KH *3 VXUJHU\ GLGQ¶W VHHP WR NQRZ PXFK DERXW WKH SURMHFW ZKLFK \RX
NQRZ«ZHFRXOGQ¶WTXLWe understand why because they were part of the bid, 
SDUWRIWKHSURFHVVDWWKHYHU\EHJLQQLQJ´  (Interviewee M07)  
 
2YHUDOOPDQDJHUVZHUHSRVLWLYHDERXWWKHLURZQDQGIURQWOLQHVWDII¶VLQYROYHPHQWLQ
the implementation of the pilot, but mentioned inter-organisational difficulties within 
and outside the steering group.  
 
Theme 2: Coordination and impacts on patients 
Theme 2 revolved around manager perspectives on coordination of care by the 
frontline staff and impact on patients.   
With respect to roles and responsibilities, managers felt that the One Care team 
were clear about their responsibilities and shared goals, but could not adopt distinct 
roles within their team due to shortage of staff.  




gRLQJWRGRWKLVWR\RX´ (Interviewee M01)  
 
0DQDJHUV¶RSLQLRQVGLYHUJHGLQUHODWLRQWRWKHREVWDFOHVIURQWOLQHWHDPH[SHULHQFHG
A particular lack of consensus was apparent around information sharing within the 
team; some managers saw it as a major, ongoing obstacle, while others believed the 
issues to have been overcome.  
³,QIRUPDWLRQVKDULQJKDVQRWEHHQDFKDOOHQJH´ (Interviewee M03)  
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³6RFLDO 6HUYLFHV SUDFWLWLRQHU FRXOGQ¶W DFFHVV KHU VLWH AIS [Adult Information 
System] when she was physically based with the team so that would be a 
EDUULHU´     (Interviewee M02)  
 
0LUURULQJIURQWOLQHVWDII¶VUHIOHFWLRQVVHHVHFWLRQRQGLIILFXOWLHV LQPDLQWDLQLQJD
self-managing team due to organisational hierarchies, managers also said that the 
hierarchical structure of the organisation struggled to support an autonomous team. In 
addition to this, it was discussed that some performance management structures and 
organizational goals were so engrained, that One Care team members may have 
inadvertently followed these (despite a self-managing team not being subjected to the 
same pressures).  
³<RXNQRZLW¶VDSDUDGR[LVQ¶WLW"3DUWRIWKHSRLQWRIWKLVZD\RIZRUNLQJLV
exactly to get away from KPIs [Key Performance Indicators], but the KPIs are 
so embedded in the culture and nurses are so accustomed and managers, too, 
WREHLQJJXLGHGE\WKHPWKDWHYHQLILWLVQ¶WD.3,LILWORRNVOLNHD.3,\RXFDQ
easily respond to it as if it is one.´(Interviewee M05)  
 
Despite the aforementioned obstacles, managers unanimously commented that the 
One Care approach resulted in positive outcomes for the patients, especially in 
terms of seamless care and enablement to self-manage own care.  
³7KHSDWLHQWVWKHPVHOYHVEHFRPHPXFKPRUHLQYROYHGDQGHGXFDWHGLQZKDW
they¶re doing [«] The team were able to offer support from the position of 
knowing the person, and [the patients] were then able to do something about it 
themselves« so it was giving independence to people´ (Interviewee M04)  
 
Therefore, while some aspects of care coordination were impacted upon by a number 
of obstacles, managers felt that the pilot resulted in positive experiences and 
outcomes for the patients. 
 
Theme 3: Sustainability 
In relation to the sustainability of the Buurtzorg approach in future projects, the 
managers consistently remarked that a longer planning period prior to patient 
contact is necessary for future implementations. Some staff also mentioned that if the 
pilot was set up for a longer period of time, a roll-out/mainstreaming of the approach 








Theme 4: General workforce issues 
Theme 4 concerned general issues with the workforce.  
 
In terms of difficulties with the workforce, some of the interviewed managers reflected 
on the challenges related to social care inclusion and inability to include domiciliary 
care: 
³7KHWHDPKDGGLIILFXOW\DFFHVVLQJ6RFLDO&DUHSUDFWLWLRQHUV,ZDVKRSLQJWKH\
would be able to explore an enablement worker in the team [«] to provide the 
WHDP ZLWK VRFLDO VXSSRUW DQG WHVW RXW +HDOWK 	 6RFLDO &DUH LQ SUDFWLFH´
(Interviewee M02) 
 
The small size of the team was also seen as the reason the team could not reach full 
potential and accepted fewer complex referrals than initially intended. Despite the 
originally intended six professionals within the team, on most occasions (apart from 
the relatively short period the Health Care Assistant was working with the team and 
the one-day-a-week involvement of the personalisation development officer) the team 
consisted of three nurses.  
³,GRQ¶WWKLQNZH¶YHVHHQWKHIXOOSRWHQWLDl of the team because they have been 
>XQGHUVWDIIHGGXHWRLOOQHVVDQGODFNRIDGRPLFLOLDU\FDUHU@´,QWHUYLHZHH0 
 
Workloads were seen as effective however, despite the staffing issues and many of 
the managers positively reflected on the 60% direct face time with patients within the 
pilot, which meant that the One Care team got to know the patients closely. A finite 
number of patients within a caseload, where the team could refuse further referrals if 
the maximum was reach, was also noted as a positive factor, related to low levels of 
stress.  
³7KH\ZHUHDEOHWRIROORZWKLQJVWKURXJKWKH\ZHUHDEOHWRJLYHWKHIDFH
time as in the Buurtzorg model and I think they appeared to be really happy at 
WKHFDUHWKDWWKH\ZHUHJLYHQ1RRQHORRNHGVWUHVVHG´ (Interviewee M06) 
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Organisational hierarchies were also seen as having a negative impact on frontline 
staff in decision making. In addition to the impact on self-management (discussed in 
Theme 2),  
³>7KH 2QH &DUH WHDP@ DUH QRW DV PXFK LQ WKH ORRS DV WKH\ VKRXOG EH´
(Interviewee M05) 
 
Managers were therefore aware of issues affecting the workforce and their 
contributions closely mirrored those made by the frontline staff (see section 4.2) 
 
Theme 5: Staff engagement and retention 
In terms of staff engagement and retention, the managers felt that the One Care team 
were highly motivated and engaged despite difficulties with infrastructure and 
staffing. 
³,WKLQNIRUWKHQXUVHV>WKHSURMHFW@ZRXOGGHILQLWHO\KDYHDQLPSDFWRQWKHP
wanting to stay in thHMREDQGJURZWKHMRE´,QWHUYLHZHH0 
 
Managers also believed relationships within the One Care team and between the 
frontline team and the managers to be positive but complex and unstable with other 





However, manager opinions on retention differed. While some interviewees believed 
that the One Care team are more likely to stay in their job roles and organisations after 
the pilot due to experiencing an integrated way of working with less time constraints, 
others felt that following the Buurtzorg approach and subsequently going back to the 




can lead to being doubly disaffected. You can see that something can be done 
EHWWHUDQGWKHQLW¶VJRQH´,QWHUYLHZHH0 
 
Overall, managers were positive about staff engagement during the One Care project.  
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6. Reflections from Steering Group 
 
A Test and Learn Steering Group was convened in December 2017 where the results 
were presented, with the aim of developing and agreeing recommendations. The latter 
are presented in section 8, and this section describes reactions and reflections from 
the steering group members with respect to the findings.  
The Test and Learn steering groups have been operational throughout the pilot term 
and many of the issues raised in the evaluation had already been identified and 
considered in relation to how aspects can be transferred to future roll out, notably the 
TICC project. These learning points have been included in the recommendations, and 
cover aspect such as basing teams more centrally in neighbourhoods, having clearer 
entry criteria, and instigating weekly calls between the team and the manager.  
The potential benefits of such a project were discussed. Despite the small scale of the 
initiative which was recognised, reflections focused on the apparent positive outcomes 
and effects on wellbeing for both patients and staff. The known links between 
improvement in wellbeing and their potential contribution to psychological and physical 
health were noted. For patients in particular, the support given to promote 
independence seemed to have a positive effect on confidence and self-esteem which 
could in turn potentially have an impact on service use and cost reduction in the longer 
term.  
In addition to this, the benefit of self-managing teams were clear to the group. 
Comments related to the fact that this type of team could work in nursing or social 
care, but the goal was integrated care. The challenges related to the integration of 
social care raised by the evaluation however were also noted, as were the 
organisational and economic difficulties in providing domiciliary care within the model. 
3HUKDSV DV D UHVXOW RI WKLV GHILFLW WKH LVVXH RI QXUVHV SURYLGLQJ µKRXVHNHHSLQJ¶
services such as washing up, and laundry were discussed. While the findings indicated 
that this may have been viewed positively by patients and by the team, from a 
management or professional perspective it was not perceived to be the best use of the 
resource. A view was that such activities are not provided within domiciliary are, and 
that there may have been a misunderstanding of what is meant by domiciliary care. A 
counter argument was that nurses were conducting these energy-intensive tasks to 
enable patient activities to be focused on important self-management (washing, 
dressing), especially in cases where energy levels were restricted, as in frailty. This 
was also seen to have a potentially positive effect on mental health. A reflection was 
that domestic help within any intervention should be linked to the context of 
encouraging and enabling independence in a client, rather than allowing it to be 
misinterpreted or undervalued as dependence on services. Either way, it is clear that 
agencies would benefit from a clearer understanding of how health and social care 
integration can work within the Buurtzorg approach in Kent.  
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Reflections and discussion also focused on the issue of autonomy. It was 
acknowledged that there is a tension between giving the team autonomy yet 
recognising some knowledge and skills needed to be in place at set up (e.g. how to 
roster etc.). The pilot has demonstrated that a balance needs to be drawn between 
the two, and improved dialogue between the team and managers may be a way 
forward as is reflected in the learning points. 
A final point concerned the managerial use of measurement of care, and from this 
project there was a clear need to develop ways of demonstrating the impact of self-
managed teams more through the use of process indicators that can establish for 
example the extent of shared learning, understanding of roles and responsibilities, and 
client-centred care, alongside more traditional outcome metrics.  
 




This section will highlight the main points of the evaluation by returning to the two 
evaluation outcomes. It will also provide an overview of the study limitations. 
 
7.1. Returning to Evaluation Outcomes 
 
Outcome 1: Implementation of a new model that will improve the patient experience 
of care. 
x Overall the picture is positive and interviews clearly demonstrate that patients 
have benefitted from the pilot in terms of wellbeing and support: 
o Patients felt that their health and social care needs were met in a holistic 
way and to a very high standard during the pilot; 
o Patients also reported gaining a skill to plan for future heath needs and 
more confidence in managing their own care as a result of the approach 
from the team; 
o Interviewed patients also felt that One Care involvement also reduced 
the strain on GP services and the number of times the patients would 
have had to seek assistance from the GP surgery. 
x All participants were pleased with care and support delivered by nursing team: 
o 3DWLHQWVSUDLVHGWKHWHDP¶VSURIHVVLRQDOLVHGDQGSHUVRQDEOHDSSURDFK
and commitment to care; 
o Interviewed patients also felt that the One Care team offered support that 
exceeded their expectations; especially in relation to providing social 
care and support; 
o Patients reported being treated with dignity and respect, and at a pace 
suitable to / desired by the patient.  
x Most patients showed disappointment that trial is finishing and expressed 
anxieties of returning to traditional nursing care.  
 
x Frontline staff also felt able to deliver a positive patient experience and provide 
µWUXO\¶ person-centred care, with many reflections mirroring those of the 
SDWLHQWV¶ 
o The One Care team reported that having more time to engage with 
patients allowed the staff to encourage patients to self-manage their care 
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and plan for the future; 
o The ability to build strong rapport with the patients and work at their own 
pace was seen as crucial for achieving desired patient outcomes 
o However, staff felt that their ability to take on more (and more complex 
cases) was negatively impacted upon by not recruiting a domiciliary 
carer and reduced input from the personalisation development officer 
into the team ± even better patient outcomes were anticipated from a 
bigger and more professionally diverse team. 
x Staff were clear about cases where holistic, time-intensive and continuous care 
enabled them to promote patient independence, which had the perceived effect 
of building WKH WHDP¶V own self-esteem, and helped with identifying and 
developing their own strengths, resources and confidence to become self-
managed. Because of One Care input, it was felt that the patients developed 
more knowledge of their health conditions and needs. Staff also felt they had a 
chance to familiarize the patients with the diversity of support services available 
LQ WKH FRPPXQLW\ DQG WKHLU DSSURSULDWHQHVV IRU SDWLHQWV¶ SDUWLFXODU
circumstance. 
x Frontline staff expressed concern about the impact discontinuation of the pilot 
would have on the patients who were still receiving care from the team (i.e. 
cases that could not be closed prior to the end of the pilot).  
 
Outcome 2: Improved staff engagement and retention 
x The One Care team were highly positive about their involvement in the pilot and 
reported high morale during the pilot period.  
o Staff were also largely positive about the support they received from 
managers on the steering group. 
x The One Care team reported satisfaction about delivering care and working in 
self-managed fashion 
o Particular aspects that improved staff morale were: equal responsibilities 
for operations within the team, shared workloads, less time-pressure and 
limits on patient engagement, more direct contact with patients, and a 
finite caseload proportionate to team size; 
o However, staff also mentioned that the hierarchical structure of the host 
organisation at times impeded their ability to self-manage the team.  
x Staff indicated that significant obstacles hampered service delivery (e.g. poor 
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GP engagement, delays setting up digital and physical infrastructure, data 
sharing across organisations, inability to incorporate domically care and lower 
staffing numbers than expected), but overall deem the pilot a success.  
o However, staff also reported proactively solving arising obstacles, 
including a proactive approach to finding suitable referrals when GPs 
could not provide these.  
x Staff wished to be consulted about their experience implementing the One Care 
approach for any further applications of the Buurtzorg model and reported high 
interest in working in the Buurtzorg way again in the future.  
x The One Care team unanimously expressed a desire to continue working within 
the One Care model and reported disappointment about going back to the 
traditional way of working. 
x Managers were highly complementary about the 2QH&DUHWHDP¶VHQJDJHPHQW
and performance. 
x Managers felt that high staff engagement and greater likelihood to retain staff 
within teams like One Care resulted from the small size of the team, workloads 
adjusted to capacity/staffing, and team autonomy. 
x Discussions within the steering group have also demonstrated that even greater 
staff engagement and retention could have been achieved by improving health 
and social care within the team, improving GP engagement and suitability of 
referrals, as well as basing the teams more centrally within the communities 
they support.  
 
 
7.2. Limitations of the study 
 
As with any short-term study in health and social care, there are limitations to 
undertaking research. During the One Care pilot, a number of issues were 
encountered which have resulted in a biased analysis in favour of staff perspectives. 
The following will provide some detail. 
 
Sampling bias 
The first set of limitations relate to recruitment of patients. As a total of seven patients 
were recruited for the study, it is clear that the potential for bias is very high, and, 
further, the opportunity for satisfactory analysis is questionable. In the original plan, as 
well as conducting qualitative research, it was the intention of the researchers to 
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concordantly issue questionnaires to patients. As recruitment for the study was low, it 
was decided that the issuing of any questionnaire would not yield statistically 
significant results. 
The primary reasons for low recruitment were that: some patients withdrew from study 
entirely without reason; others were unable to participate due to change in 
circumstances. Also, a large number of patients were complex and too frail to take 
part.  
 
Slow roll out and short duration of pilot 
The six-month evaluation started in May 2017 and was due to report end of October, 
however the pilot was slow to commence due to set up problems that impacted on 
referrals into the system described by the participants. The project was extended to 
accommodate this. Data collection was therefore restricted to a three-month window 
between September and November, with December and January allocated to data 
analysis and report writing. This did not allow sufficient time for adequacy in patient 
recruitment, given the difficulties above, but did permit a satisfactory data capture of 





The final section of this report deals with recommendations for future learning in health 
and social care, both for Kent NHS CHFT, and, for the sector more widely. As has 
EHHQHYLGHQFHGWKURXJKRXWWKHUHDUHDQXPEHURIVXFFHVVIXOµLQJUHGLHQWV¶NH\WRWKH
One Care pilot. In negotiation with the Test and Learn steering group, the following 
recommendations are put forward for consideration. 
 
Continue to explore and implement self-managed teams 
x Develop clearer criteria for entry to the service with stakeholders. 
x Enable teams to manage their own budget and set them with outcome criteria 
LQ RUGHU WR SURPRWH JUHDWHU WKURXJKSXW RI WKH µULJKW NLQG¶ RI SDWLHQW DQG
accountability for ensuring high caseload levels.  
x Base teams more centrally within neighbourhoods so that house calls will be 
done at more convenient times for the patient and reduce travel time and costs 
for staff. 
x Use practice as a base for continual development of skills and knowledge. 
 
Integrate health and social care professionals within a self-managing team, 
moving away from separate health and social care tasks 
x Align goals and responsibilities for shared health and social care approach to 
person-centred care within the self-management person-centred ethos. 
x Create clear role definitions and agreed pathways to ensure continuity of care 
from referral to discharge. 
x Develop strategies with all agencies involved to overcome barriers related to 
governance, resource allocation and data sharing. 
 
Ensure favourable environment from the start of new projects 
x Set up core infrastructure together with frontline team and before the patients 
are seen. 
x Ensure the skills are in place and identify the necessary training. 
x  Set up data sharing agreements and data recording processes before the 
commencement of the project. 
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x Find ways of developing a closer relationship with referrers, (involvement in set 
up, improving understanding and knowledge). 
x Make more information about the team available to other services as early as 
possible in the process. 
 














Appendix A: Interview Schedule ± Patients 
 
Interview schedule (patients)  
Evaluation of the Kent & Medway One Care Pilot  
 
1. Experience with receiving the service 
The aim of these questions is to get your feedback on what does and does not 
work with the way your care has recently been given to you. 
 
 
I. Please give us your thoughts on: 
a) Your overall impressions and experiences of receiving the service 
b) :KDWZHQWZHOODQGZKDWGLGQ¶WJRVRZHOO" 
c) Thinking about any care you received six months ago, have you noticed 
any difference in the way your care needs are now being met?  
d) If there are changes, are they better or worse? Please give me an 
example. 
 
2. Effects on health and well-being 
These next questions ask about whether the care you have just received has made 
a difference to your health and well-being. 
 
 
I. Thinking about your general health and well-being:  
a) Do you feel your health and well-being has improved, stayed the same 
or got worse?   
b) In what way has it improved, stayed the same or got worse, and why 
do you think this has happened? 
c) How do you feel about looking after yourself and being independent? 
Did the care you received make a difference? In what way? 
 
II. Thinking about avoiding setbacks to your health and well-being: 
a) Have you been offered any home safety improvements or been given 
any equipment to help you? If yes, what were you offered and did it help 
you or not? 
b) If your health should take a turn for the worse, what would you do? Has 
the care team helped you with a plan of action? 
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3. Care received through the pilot 
Now I would like you to think about how the staff work to give you the care you 
need. 
I. Thinking about the recent care you received 
a) Who has been involved in your care? 
b) Do you feel your needs were met? If yes, in what way? If no, please 
explain why. 
c) Has your care improved, stayed the same or been worse?  
d) Has the time in which the people involved in your care (your GP and 
other health care professionals) responded to your needs improved (for 
example, needing equipment, physio, or other referrals)? 
e) How would you describe the way that the people involved in your care 
treat you? (respect and dignity, listening, friendliness) 
 
 
II. How do all the different workers treating and caring for you work together? 
a) How would you describe the way that they work together? 
b) Do you think that the workers share information with each other about 
you and your care plan, or do you find yourself having to repeat your 
story?  
c) Is the information you get from workers consistent? 
d) Do workers know all the important information about you that keeps you 
as independent as possible at home? 
 
III. Do you know who to contact (and how to contact them) if you need to ask 
questions about your condition(s) or care? 
a) Can you go to this person with questions at any time?  
b) If you want to contact a worker, how easy or difficult is it? 
c) How well do you feel this person understands you and your needs? 
d) Has it been easier or more difficult to get information and advice about 
other support, services and benefits? 
 
4. Improving the Care 
These questions focus on how we can make improvements to the service. 
I. Thinking about the care you have received, what could we do to make the 
service better? 
Final question: Is there anything else you would like to add? 
Thank you for your time  
 43 
Appendix B: Patient Contact Sheet 
 
Contact sheet (for staff use) V1  
Evaluation of the Kent & Medway One Care Pilot  
 
 
















Please email this information to Gregory White at g.c.white@kent.ac.uk 
Thank you.  
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Appendix C: Focus Group / Interview Schedule ± Frontline Team 
 
One Care team ± Focus Group Schedule  
Evaluation of the Kent & Medway One Care Pilot  
 
 
1. Experience with the implementation of the One Care pilot  
 
I. Since the pilot has been put in place, give us your thoughts on: 
a) Your general experience of rolling out the pilot ± what has been easy 
and what has been challenging? 
b) Which aspects of the pilot were, in your opinion, implemented 
successfully? What facilitated this success? 
c) Which aspects of the pilot were, in your opinion, less successfully 
implemented? What particular things got in the way? 
d) Are there any changes to the way that patient care needs are now being 
met and looked at? What are your views about these changes? 
e) What part have you played in the development of the pilot? 
 
2. Coordination and impacts on patients 
 
I. In your opinion, has the pilot had any effect on the way you now work together 
in a coordinated way? 
a) What has or has not changed?  
b) How would you describe the way you now work together? How does the 
skill mix work? (clear roles and responsibilities; shared goals, decision-
making, working as a democracy) 
c) What are your perceptions of how information is now shared? (data 
sharing agreements) 
d) What are your views on how the pilot has impacted on patients receiving 
care? (outcomes ± health and wellness, self-management, positive 
experience, seamless care) 
e) What are your experiences of working with the One Care team (health 






3. Sustainability  
 
I. In your opinion, what is needed to ensure the pilot continues to move forward?  
a) :KDWDUHWKHµDFWLYHLQJUHGLHQWV¶WKDWFRXOGEHSDVVHGRQWRRWKHUDUHDV
to help them succeed? 
b) What personal attributes do you think you need to succeed in the pilot? 
c) What skills did you bring to the team? 
d) Are there any stumbling blocks that still need to be overcome? (politics, 
workforce changes, working environment, culture, relationships, 
resources). 
 
4. Professionals working in the pilot 
 
I. Are you able to draw some conclusions about what works better in the One 
Care model and why? (co-ordination, leadership, engagement, information 
sharing, care planning, culture, relationships). 
 
5. General workforce issues  
 
I. What are main issues that have encountered during the rollout of the pilot in 
regards to your role? 
a) How have you responded to the implementation of the pilot ± thinking 
specifically about your workload? 
b) How have you been supported in the transition to this pilot? 
c) Has the response to the pilot from the team been generally positive or 
negative ± what might have led to this? 
 
6. Issues of staff engagement and retention 
 
I. How has the rollout of the pilot affected your engagement within the team? 
a) Has the pilot affected the work undertaken within the team ± if so, why 
might this be? 
b) Have there been any changes to relationships in or outside of your team 
± if so, what were they and why might they have happened? 
c) How has it impacted on patient pathways (right referral at the right time)? 
II. Thinking about staff motivation and satisfaction, could you answer the 
following? 
a) How would you rate your overall job satisfaction since the rollout of the 
pilot ± what might have affected it? 
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b) Have you been more or less motivated to undertake work under the pilot 
scheme? 
c) Do you think the pilot scheme will have an impact on the retention of staff 
± will it improve or hinder recruitment of new staff in to the team? 
d) Are you generally aware of issues relating to accountability and 
responsibilities under the pilot? 
e) What parts of the pilot would you recommend in taking forward for staff 
engagement and motivation? 
 
Final question: Is there anything else you would like to add? 
Thank you for your time 
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Appendix D: Interview Schedule ± Managers 
 
Interview schedule (managers/coach)  
Evaluation of the Kent & Medway One Care Pilot  
 
1. Experience with the implementation of the pilot  
 
II. Since the pilot has been put in place, give us your thoughts on: 
e) Your general experience of managing/being involved 
with/commissioning  and leading the pilot ± what has been easy and 
what has been challenging? 
f) Which aspects of the pilot were, in your opinion, implemented 
successfully? What facilitated this success? 
g) Which aspects of the pilot were, in your opinion, less successfully 
implemented? What particular things got in the way? 
h) Are there any changes to the way that patient care needs are now being 
met and looked at? What are your views about these changes? 
 
 
2. Coordination and impacts on patients 
 
IV. In your opinion, has the pilot had any effect on the way professionals now work 
together in a coordinated way? 
e) What has or has not changed?  
f) How would you describe the way professionals now work together? 
(clear roles and responsibilities; shared goals) 
g) What are your perceptions of how information is now shared? (data 
sharing agreements) 
h) Are you able to draw some conclusions about what works better and 
why? (leadership, engagement, information sharing, care planning, 
culture, relationships) 
i) What are your views on how the pilot has impacted on patients receiving 
care? (outcomes ± health and wellness, self-management, positive 









3. Sustainability  
 
I. In terms passing on lessons learnt from the One Care pilot: 
a) :KDWDUHWKHµDFWLYHLQJUHGLHQWV¶WKDWFRXOGEHSDVVHGRQWRRWKHUDUHDV
to help them succeed? 
b) Are there any stumbling blocks that still need to be overcome? (politics, 
workforce changes, working environment, culture, relationships, 
resources) 
c) How will the knowledge about active ingredients and stumbling blocks 
be passed on to the Tick project? 
II. How did the Buurtzorg initiative lead to the TICC Project? How does it relate to 
the One Care pilot? 





4. General workforce issues (managers only) 
 
II. What are main issues that have been encountered during the rollout of the pilot 
with regards to the workforce? 
d) How have staff responded to the implementation of the pilot ± thinking 
specifically about workloads? 
e) How have the workforce been supported in the transition to this pilot? 
f) Has the response to the pilot from the team been generally positive or 
negative ± what might have led to this? 
 
 
5. Issues of staff engagement and retention 
 
III. How has the rollout of the pilot affected staff engagement within the team? 
a) Has the pilot affected the engagement of staff within the team ± if so, 
why might this be? 
b) Have there been any changes to relationships in or outside of the 
immediate team ± if so, what were they and why might they have 
happened? 
 
IV. Thinking about staff motivation and satisfaction, could you answer the 
following? 
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a) What is your impression of staff satisfaction since the rollout of the pilot 
± what might have affected it? 
b) Have staff been more or less motivated to undertake work under the pilot 
scheme? 
c) Do you think the pilot scheme will have an impact on the retention of staff 
± will it improve or hinder recruitment of new staff in to the team? 
d) Are staff generally aware of issues relating to accountability and 
responsibilities under the pilot? 
e) What parts of the pilot would you recommend in taking forward for staff 
engagement and motivation?  
 
Final question: Is there anything else you would like to add? 
 
Thank you for your time. 
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Appendix E: Information Sheet ± Patients 
 
Information for service user participants 
Evaluation of the Kent & Medway One Care Pilot  
 
Invitation to Participate in the Service Evaluation 
We are researchers at the University of Kent and will be doing a review of the above 
service you have just received. You are being invited to take part in the evaluation 
because you have recently received care from this service. This information sheet 
explains why it is being done and what it would involve for you. Please do contact us 
if you have any questions. Our contact details are at the end of this sheet.  
 
Purpose of the study 
The One Care service you have just received is new. Locally, different health and 
social care workers are trying to find better ways of working together to improve care 
for people like you, living at home. As researchers, we will be looking at whether or 
not the new service is improving the way they share the care and work together to 
meet your needs. We will also be looking at how the service can help you stay well 
and manage your own conditions, making sure you are safe at home, and seeing if 
services can become better at what they do.  
 
Why have I been invited? 
We want to find out from people like you who have actually been using this new service 
whether you feel you have benefitted from it and generally what you think about the 
care you received.  
 
What will happen? 






Taking part in a questionnaire 
Firstly, we are asking you to complete a questionnaire. The questionnaire will ask you 
about how you feel about managing your own health and wellbeing. Depending on 
your preference, we will do the questionnaires with you face-to-face in an interview, or 
wait while you complete them yourself, or we will post you a copy of the questionnaire 
and ask you to post it back to us (in a prepaid envelope). The questionnaire will take 
about 20 minutes to complete. We will also ask you to fill in a short form to get 
information about your age, gender, home circumstances and any medical conditions 
you may have. 
 
Taking part in an interview 
We would like to invite you to take part in a face-to-face interview. This can be done 
at the same time as the questionnaire and in a place of your choice. We would like to 
ask you some questions about your recent experiences of the service. It will take about 
45 minutes of your time and we would like to record it with your permission so that we 
can better analyse it.  
If you are interested in taking part, your contact details will be passed to the research 
team who will contact you to arrange the next step. 
 
Do I have to take part? 
It is entirely up to you whether or not you take part in both of these things. You can 
FKRRVHWRGRHLWKHUWKHVXUYH\RUWKHLQWHUYLHZRUERWKLW¶V\RXUFKRLFH,I\RXGHFLGH
to take part but change your mind, you are free to do so and you can stop at any time. 
Taking part in the evaluation or not will have no effect on the care you receive.  
 
Will my taking part in this study be kept confidential? 
We would like to reassure you that any information collected about you will be coded 
and strictly confidential, and we will protect your identity. It will be stored on a password 
protected network at the University and will only ever be accessed by the evaluation 
team. Once the project is finished, data collected for the research will be kept for a 
short period. This will be for a period not exceeding three months. We will immediately 
any personal data collected about you and anonymised data will be destroyed after 
five years. You will not be identifiable in any written reports.  
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Things you say during the interview may be directly quoted in written reports and 
publications, but your name or anything else that could make you identifiable will be 
removed. If you like, we can give you a draft of the report to read through before it is 
made public to make sure you are satisfied with the level of anonymity. 
 
Our policy 
As is common practice in anonymising interview data, your contribution will be coded 
for identification purposes of the researcher only. This means that your contribution 
will be assigned a series of letters and numbers that only the researcher will know. 
In terms of data security, your contribution to the research will be treated in the strictest 
of confidence and privacy. Only you and researcher will know the content, and this will 
remain the case from the point of initial contact. 
 
Benefits and risks of taking part 
We will ensure that there are no risks to you by taking part in the study. Furthermore, 
any sensitive information you give us regarding yourself, or other health and care 
workers will not be shared with anyone. The information you give us will be a vital part 
of planning improvements to your service and to improving the quality of care to older 
people in your area. Your information will also give us a better idea of how we can 
improve health and care services across the country.  
 
What will happen to the results of the study? 
Regarding the collection and publishing of results, your participation in the research 
will be anonymous and any data collected from you will remain confidential. This 
means that only you and the researcher will know the detail of your own contribution. 
No other individual will be able to identify you from your contribution. In addition, any 
sensitive information you do divulge will remain private, and, knowledge between you 
and the researcher. 
 
Who can I contact if I have any further questions? 
If you have any further questions or concerns about the study, please do not hesitate 
to contact: Gregory White, Research Associate 
Phone: 01227 824327 
Email: g.c.white@kent.ac.uk 
Who can I contact if I want to make a complaint about the study? 
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If you are unhappy about any aspects of the study and wish to make a formal 
complaint, you can do this through contacting Nicole Palmer. 
Phone: 01227 824797 
Email: n.r.palmer@kent.ac.uk  
 
Thank you for your time. 
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Appendix F: Information Sheet ± Frontline Staff 
 
Information for pilot team (focus group)  
Evaluation of the Kent & Medway One Care Pilot  
 
Invitation to Participate in the Service Evaluation 
We are researchers at the University of Kent and will be undertaking the Evaluation of 
the Kent & Medway One Care Pilot. You are receiving this letter because you are 
involved in the One Care pilot which is looking to improve its integrated approach to 
care. We would like to invite you to take part in the evaluation. This information sheet 
explains why it is being done and what it would involve for you. Please do contact us 
if you have any questions. Our contact details are at the end of this information sheet.  
 
Purpose of the study 
The service aims to improve user experience of co-ordinated care and self-
management at home; contribute to a reduction in A&E demand and onward 
admission in the short term; and reduce pressure on acute services and long term 
care home placements in the longer term. 
The team at the University will be evaluating the processes and outcomes of the One 
Care pilot from May 2017 to October 2017. We will be investigating a number of 
aspects from the One Care pilot team, as well as managers, GPs, commissioners, the 
coach and patients. We will be trying to find out things like the experiences of patients 
and the One Care pilot team, what thHµVXFFHVVIXOLQJUHGLHQWV¶DUHWKDWDUHPDNLQJD
difference to service delivery, whether there have been any changes to the way 
resources have been used, and what could be improved, replicated in other areas and 
sustained. 
 
Why have I been invited? 
It is vitally important that we find out from the One Care pilot team who have actually 
been involved in delivering and implementing integrated care services about what you 
feel the impact has been on patients, works well and what does not, the effectiveness 
and level of collaboration of the One Care pilot, and where you see improvements can 
be made. 
What will happen? 
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We are seeking your permission for you to take part in a face-to-face focus group with 
your One Care pilot team members. Firstly, we will ask you to fill in a questionnaire 
with a short demographic sheet asking for age range, gender and occupational group. 
We will then spend about 45 minutes talking through a range of subjects related to the 
service, for example, team working and co-ordination, the nature of any changes, 
strengths and weaknesses of implementation, roles and responsibilities, impacts on 
patients, success factors and overcoming challenges. We will also be asking you 
about any effects of the project on recruitment and retention, and motivation. We would 
like to record it with your permission so that we can better analyse it.  
 
Do I have to take part? 
It is entirely up to you whether or not you take part. Alternatively, it may be more 
convenient for you to have an individual interview either in person or over the phone 
DWDWLPHVXLWDEOHWR\RXLW¶V\RXUFKRLFH,I\RXGHFLGHWRWDNHSDUWEXWFKDQJH\RXU
mind, you are free to do so and you can stop at any time. Taking part in the evaluation 
or not will have no effect on you as a One Care pilot team member.  
 
Will my taking part in this study be kept confidential? 
We would like to reassure you that any information collected about you will be strictly 
confidential and we will protect your identity. It will be coded and stored on a password 
protected network at the university and will only ever be accessed by the evaluation 
team.  
Once the project is finished, we will immediately destroy any personal data collected 
about you and coded data will be destroyed after five years. You will not be identifiable 
in any written reports. Things you say during the interview may be directly quoted in 
written reports and publications, but your name or anything else that could make you 
identifiable will be removed. Although we will not name the pilot you are working in, 
there is a possibility that it may be identifiable to local staff, but we will make every 
effort for this to be minimised. If you like, we can give you a draft of the report to read 
through before it is made public to make sure you are satisfied with the level of 
anonymity.  
Our policy 
As per common practice in anonymizing interview data, your contribution will be coded 
for identification purposes of the researcher only. This means that your contribution 
will be assigned a series of letters and numbers that only the researcher will know. 
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In terms of data security, your contribution to the research will be treated in the strictest 
of confidence and privacy. Only you and researcher will know the content of your 
contribution, and this will remain the case from the point of initial contact. 
 
Benefits and risks of taking part 
We will ensure that there are no risks to you by taking part in the study. Furthermore, 
any sensitive information you give us regarding yourself, other health and care workers 
or patients and their informal carers, will not be shared with anyone. 
 
The information you give us will be a vital part of planning improvements to your 
service and to improving the quality of care to older people in your area. Your 
information will also give us a better idea of how we can improve health and care 
services across the country.  
 
What will happen to the results of the study? 
Any information you give us will be made completely confidential and anonymous. The 
results of the study will be used to improve the care provided at your service. We will 
work directly with local stakeholders on making improvements based on the results of 
the study.  
The results will also be published in journals and conferences to share the learning 
from the study with others.  
 
Who can I contact if I have any further questions? 
If you have any further questions or concerns about the study, please do not hesitate 
to contact: 
Gregory White, Research Associate 
Phone: 01227 823052 
Email: g.c.white@kent.ac.uk 
Who can I contact if I want to make a complaint about the study? 
If you are unhappy about any aspects of the study and wish to make a formal 
complaint, you can do this through contacting Professor Jenny Billings. 
Phone: 01227 823052 
Email: j.r.billings@kent.ac.uk 
Thank you for your time. 
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Appendix G: Information Sheet ± Managers 
 
Information for participants (managers/coach)  
 
Evaluation of the Kent & Medway One Care Pilot  
 
Invitation to Participate in the Service Evaluation 
We are researchers at the University of Kent and will be undertaking the Evaluation of 
the Kent & Medway One Care Pilot. You are receiving this letter because you are 
involved in the management or commissioning of the One Care pilot in the Kent & 
Medway area. We would like to invite you to take part in the evaluation. This 
information sheet explains why it is being done and what it would involve for you. 
Please do contact us if you have any questions. Our contact details are at the end of 
this information sheet.  
 
Purpose of the study 
The service aims to improve user experience of co-ordinated care and self-
management at home; contribute to a reduction in A&E demand and onward 
admission in the short term; and reduce pressure on acute services and long-term 
care home placements in the longer term. 
The team at the University will be evaluating the processes and outcomes of the One 
Care pilot from May 2017 to October 2017. We will be investigating a number of 
aspects from One Care pilot teams, patients, and managers, GPs, commissioners and 
the coach. We will be trying to find out things like the overall experiences of the One 
&DUHSURMHFW ZKDW WKH µVXFFHVVIXO LQJUHGLHQWV¶ DUH WKDW DUHPDNLQJDGLIIHUHQFH WR
service delivery, whether there have been any changes to the way resources have 
been used, and what could be improved, replicated in other areas and sustained. 
 
Why have I been invited? 
It is vitally important that we find out from people like you who have actually been 
involved in leading, managing or commissioning the implementation and delivery of 
the One Care pilot, what you feel works well and what does not, the effectiveness and 




What will happen? 
We are seeking your permission for you to take part in our evaluation though an 
interview. We will talk through a range of subjects related to the service, for example, 
team working and co-ordination, the nature of any changes, strengths and 
weaknesses of implementation, roles and responsibilities, impacts on patients, effects 
of recruitment and retention of staff, success factors and overcoming challenges. We 
will arrange this with you either face-to-face or over the telephone at a time suitable 
for you and it will take up about 45 minutes of your time. We would like to record it with 
your permission so that we can better analyse it.  
 
Do I have to take part? 
It is entirely up to you whether or not you take part. If you decide to take part, but 
change your mind, you are free to do so and you can stop at any time. Taking part in 
the evaluation or not will have no effect on you as a professional.  
 
Will my taking part in this study be kept confidential? 
We would like to reassure you that any information collected about you will be strictly 
confidential and we will protect your identity. It will be coded and stored on a password 
protected network at the university and will only ever be accessed by the evaluation 
team.  
Once the project is finished, we will immediately destroy any personal data collected 
about you and coded data will be destroyed after five years. You will not be identifiable 
in any written reports. Things you say during the interview may be directly quoted in 
written reports and publications, but your name or anything else that could make you 
identifiable will be removed. If you like, we can give you a draft of the report to read 
through before it is made public to make sure you are satisfied with the level of 
anonymity.  
 
Benefits and risks of taking part 
We will ensure that there are no risks to you by taking part in the study. Furthermore, 
any sensitive information you give us regarding yourself, colleagues or patients and 
their informal carers, will not be shared with anyone. 
The information you give us will be a vital part of planning improvements to your 
service and to improving the quality of care to older people in your area. Your 
information will also give us a better idea of how we can improve health and care 
services across the country.  
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What will happen to the results of the study? 
Any information you give us will be made completely confidential and anonymous. The 
results of the study will be used to improve the care provided at your service. We will 
work directly with local stakeholders on making improvements based on the results of 
the study.  
The results will also be published in journals and conferences to share the learning 
from the study with others.  
 
Who can I contact if I have any further questions? 
If you have any further questions or concerns about the study, please do not hesitate 
to contact: 
Gregory White, Research Associate 
Phone: 01227 823052 
Email: g.c.white@kent.ac.uk 
 
Rasa Mikelyte, Research Assistant 
Phone: 01227 823666 
Email: r.mikelyte@kent.ac.uk 
 
Who can I contact if I want to make a complaint about the study? 
If you are unhappy about any aspects of the study and wish to make a formal 
complaint, you can do this through contacting Professor Jenny Billings. 
Phone: 01227 823052 
Email: j.r.billings@kent.ac.uk 
 
Thank you for your time. 
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Appendix H: Consent Form ± Patients 
 
Consent Form (patients) 
Evaluation of the Kent & Medway One Care Pilot  
Participant ID:                                                                                
Please initial if you agree: 
 I have read the attached information sheet and understand that I am being asked 
to take part in two possible ways (please initial each aspect of the study you want to 
be involved with): 
Taking part in a survey  Taking part in an interview 
 I understand that my participation is voluntary and that I can stop taking part in this 
project at any time. Any information I have offered up to this point will not be included 
in the project. 
  I have asked and been given answers to questions about this project to make sure 
that I fully understand. 
 I understand that I do not have to answer any questions that I do not feel comfortable 
with. 
 I understand that by participating in an interview that I am consenting to have my 
comments recorded. 
 I understand that any comments I make may be reported but I will not be identifiable 
in any report.  
 I understand that the health care I receive will not be affected by my decision to 
participate. 
 I understand that all information gathered during the interview will be kept 
confidential and will be safely stored on a password protected network with restricted 
access and in the offices of the Centre for Health Services Studies (CHSS) at the 
University of Kent. 
 I understand that my signature below means I have given permission to participate 




Appendix I: Consent Form ± Frontline Staff 
 
Team Consent Form (Focus Group) V1  
Evaluation of the Kent & Medway One Care Pilot  
 
Participant ID:                                                                               
Please initial if you agree:  
 I have read the attached information sheet and have been given the opportunity to 
ask questions. I understand that I am being asked to take part in a focus group  
 I understand that my participation is voluntary and that I can stop taking part in this 
project at any time. Any information I have offered up to this point will not be included 
in the project. 
 I understand that I do not have to answer any questions that I do not feel comfortable 
with. 
 I understand that by participating in a focus group that I am consenting to have my 
comments recorded. 
 I understand that any comments I make may be reported but I will not be identifiable 
in any report. Although the pilot team will not be named, they may be potentially 
identifiable. 
 I understand that all information gathered during the interview will be kept 
confidential and will be safely stored on a password protected network with restricted 
access and in the offices of the Centre for Health Services Studies (CHSS) at the 
University of Kent. 
 I understand that my signature below means I have given permission to participate 











Evaluation of the Kent & Medway One Care Pilot  
 
Participant ID:                                                                                
Please initial if you agree: 
 I have read the attached information sheet and understand that I am being asked 
to take part in an interview 
 I understand that my participation in the interview is voluntary and that I can stop 
taking part in this project at any time. Any information I have offered up to this point 
will not be included in the project. 
 I understand that I do not have to answer any questions that I do not feel comfortable 
with. 
 I understand that by participating in an interview that I am consenting to have my 
comments recorded. 
 I understand that any comments I make may be reported but I will not be identifiable 
in any report.  
 I understand that all information gathered during the interview will be kept 
confidential and will be safely stored on a password protected network with restricted 
access and in the offices of the Centre for Health Services Studies (CHSS) at the 
University of Kent. 
 I understand that my signature below means I have given permission to participate 
in this project. 
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